To estimate the economic burden of common health problems associated with pregnancy and childbirth, such as incontinence, mental health problems, or gestational diabetes, excluding acute complications of labour or birth, or severe acute adverse maternal outcomes.
Results
Thirty-eight relevant studies were identified, some of which reported incremental costs for more than one health problem (16 gestational diabetes, 13 overweight/obesity, 8 mental health, 4 hypertensive disorders, 2 nausea and vomiting, 2 epilepsy, 1 intimate partner violence). A high level of heterogeneity was observed in both the methods used, and the incremental cost estimates obtained for each morbidity. Average incremental costs tended to be higher in studies that modelled a hypothetical cohort of women using data from a range of sources (compared to analyses of primary data), and in studies set in the United States. No studies that examined the economic burden of some common pregnancy-related morbidities, such as incontinence, pelvic girdle pain, or sexual health problems, were identified.
Conclusion
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Introduction
Pregnancy and childbirth can be a significant cause of morbidity in women. Globally, the incidence of maternal disorders was estimated to be almost 80 million cases in 2017, corresponding to over 800,000 years lived with disability (YLDs). [1] As high as these figures are, they underestimate the true extent of the problem because they are focused on obstetric complications during labour and birth, such as haemorrhage, sepsis, hypertensive disorders and obstructed labour. The reported incidence does not include many other health problems that are common during pregnancy and postpartum, such as depression, incontinence, sexual health issues, and pelvic girdle pain. [2] [3] [4] [5] [6] These types of health problems are frequently underreported and undertreated, due to their sensitive nature, or a belief that they are normal, selflimiting symptoms of pregnancy and birth. [7] [8] [9] There is a growing body of research describing their prevalence, which indicates that almost all women (94%) experience at least one major health problem in the first year after having a baby, with up to one in five (20%) reporting depressive symptoms and almost half (47%) reporting urinary incontinence. [9] [10] [11] Postnatal morbidity can also be influenced by mode of birth or any complications during or immediately after the birth, such as postpartum haemorrhage. [12] [13] [14] While the magnitude of the clinical burden associated with these issues is becoming increasingly clear, there is a lack of data on the economic burden that they impose on women, families, and the health system. Cost of illness (COI) studies are designed to measure all the direct and indirect costs associated with a disease or diseases, to provide an estimate of the total burden that these conditions impose on society. This estimate represents the total economic value of the additional resources that are currently required by those who are effectively diagnosed and treated, as well as the costs of dealing with the consequences for those who are not optimally managed. COI studies were among the earliest forms of economic evaluation to be carried out in healthcare, and the strengths and weaknesses of this approach have been extensively debated. [15, 16] Among the benefits of COI analysis is that it provides a detailed description of how much society is spending on a particular health problem, and therefore how much would be saved if it could be eradicated completely. Knowing the relative scale of resource use associated with different health problems may help policymakers prioritise areas for improvement, by highlighting where the greatest savings can be made. The main problem with COI studies from an economic perspective is that they do not link costs to health outcomes, so they do not provide information that can be used to guide decisions about efficient resource allocation. As has been pointed out, just because a particular disease is associated with a high cost to society does not mean it should be prioritised for funding, since the reason the costs are so high might be that it is well funded already. [17] In addition, the COI estimate provides no indication of how eradicable a given disease may be, or whether improving diagnosis and treatment would cost more or less than the status quo. It is worth noting that these limitations apply equally to prioritisation based on the clinical burden of disease, since knowing which conditions account for the most deaths does not take into account how preventable those deaths are.
While there are clearly limitations to what one can achieve through an analysis of the economic burden of disease, these studies can offer some very useful information provided that careful scrutiny is given to the context that pertains within a given clinical area. This includes assessment of the extent to which case detection and clinical management are already considered optimal, as well as distinguishing between the costs of clinical intervention and the costs of allowing diseases to take their natural course. Interpreted correctly, COI studies can provide valuable descriptive information on the individual cost components associated with maternal health problems, the level of variability that surrounds them, and provide insights into the range and behaviour of each of the relevant cost components to aid the design of future economic evaluations.
The aim of this systematic review is to identify and synthesise the existing evidence on the economic burden of common health problems women experience over the course of their pregnancy and postpartum, excluding acute complications of labour or birth, or severe acute adverse maternal outcomes.
Methods
We searched for studies reporting the incremental costs associated with health problems experienced by women during pregnancy and postpartum. The population of interest were women who experienced morbidity related to pregnancy and childbirth, before or after the birth, such as incontinence, mental health problems, gestational diabetes, obesity or hypertension. We excluded studies that examined acute complications of labour or birth (for example haemorrhage, uterine rupture, or sepsis) or severe acute adverse maternal outcomes (for example thromboembolism, eclampsia or acute renal failure).
Eligible studies were those that reported incremental costs associated with a relevant condition, which is the additional costs over and above those that would be incurred in the absence of that condition. Modelling studies estimating the economic burden of disease using data from a range of different sources were also included. Studies that were published as conference abstracts were excluded. Studies that reported incremental costs associated with a particular intervention in treatment versus control groups of women with a given morbidity were excluded on the basis that they did not provide data on the incremental costs of the condition itself. Also excluded were studies that only reported the average costs of care for women with a particular health problem without having a comparison group of women without that problem. Studies reporting costs associated with multiple pregnancies, birth defects, assisted reproduction, preterm birth, substance abuse, or alternative models of maternity care were also excluded.
The primary outcome of interest was the incremental cost of maternal health problems, expressed as the absolute cost difference (in 2018 Euro) of treating women with and without these maternal health problems. Costs estimated from the perspective of the health service (payer perspective) were included along with those estimated from the broader societal perspective, which includes direct or indirect costs that fall outside the health service. The accrual period over which costs were calculated was reported for all studies.
Searches for relevant studies were carried out between November 2017 and November 2019 in Medline, Embase, CINAHL, PsycINFO and EconLit citation databases. A two-stage search strategy was used, which involved an initial broad search with high expected sensitivity, followed by a more targeted search designed for greater specificity (see S1 Table for details). No date or language limits were applied. This review is one strand of a review protocol published on the Prospero database (CRD42017077722).
Results were initially screened by one reviewer to exclude irrelevant studies based on title and abstract. All remaining studies were independently reviewed by two people. Conflicts in regard to inclusion and exclusion of studies were resolved through discussion. Quality appraisal of each study was carried out using an adapted version of a previously developed critical appraisal checklist for COI studies. [18] This involved appraising each potentially relevant study for relevance, methodological rigour, and reporting. Studies that failed to meet the minimum requirement at any stage were excluded without proceeding to the next stage. Therefore all included studies were those that met an acceptable level across all three appraisal stages. Data extraction from relevant studies was carried out by one reviewer using a predefined data extraction template and checked by another reviewer for accuracy and completeness. Reporting of the review was done in accordance with PRISMA guidelines (see S1 Checklist).
All costs reported in included studies were converted to 2018 Euro by first inflating the base currency and then converting to Euro using the Organisation for Economic Co-operation and Development (OECD) purchasing power parity index for the 19 Euro area countries. [19] All incremental costs are reported as absolute money amounts, as well as proportional differences. Given the challenges in pooling cost data from different regions or derived using different methodological approaches, a narrative synthesis of the economic burden of maternal morbidity was performed within each disease area. Where necessary, estimates from subgroups within individual studies were combined to produce a weighted mean incremental cost for a larger subgroup that allowed for comparisons across studies. For example, this included combining data for women classified using different obesity levels (I, II, III) into one category (obese, body mass index [BMI] �30). While this was necessary to facilitate comparisons with other studies that used similar groupings, a limitaton of this is that it does not permit comparisons across different obesity categories (e.g. class I versus class III obesity).
Results
The search identified 6,254 citations, 63 of which were reviewed in detail following screening of title and abstracts. Twenty-five articles were excluded based on full-text review, leaving a total of 38 included studies (Fig 1) . These studies were all published between 2001 and 2019, with the majority set either in the United States (US) (15 studies, 39%) or the United Kingdom (UK) (8 studies, 22%).
Diabetes was the most common maternal morbidity examined, with a total of 16 studies reporting incremental costs associated with gestational diabetes, with some also reporting costs associated with a prior diagnosis of type I or II diabetes mellitus. Thirteen studies reported costs associated with overweight or obesity in pregnancy, eight reported costs related to antenatal or postnatal mental health problems, and the remaining studies reported incremental cost estimates for hypertensive disorders (4 studies), nausea and vomiting (2 studies), epilepsy (2 studies), and intimate partner violence (1 study). The majority of studies (73%) were analyses of cross-sectional data, two studies involved longitudinal analysis of costs over time, and eight were modelling studies that estimated incremental costs by combining data from multiple sources. Complete data extraction tables are provided in the S2 Table. In general, there was substantial methodological heterogeneity both in the perspective and the time periods used to calculate costs. Most studies (31, 82%) adopted a payer perspective that limited the analysis of costs to those that fell on the health system or insurer, omitting direct costs that were covered by out-of-pocket payments (OOP) by women themselves, or productivity losses due to time off work. Seven studies adopted a broader societal perspective that included costs to women along with costs to the health service, but only five of these included productivity losses. [20] [21] [22] [23] [24] 
Quality appraisal
Quality appraisal was designed to evaluate studies based on an assessment of relevance, methodological rigour, and reporting. Rather than providing an index score for each study, the tool provided a checklist to highlight potential weaknesses in included studies in each of these areas. Results of the quality appraisal are shown in S3 Table. From a methodological perspective, the two areas of greatest concern were the omission of costs that fall outside the health service (82% of studies), and the reporting of uncertainty associated with the incremental cost estimates. There was also a lack of sensitivity analysis exploring the impact of uncertainty relating to the prevalence of particular health problems, treatment rates, and unit prices, with only 12 studies (3%) reporting some form of sensitivity analysis, and one reporting having used conservative estimates to mitigate parameter uncertainty. [20, 21, [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] 
Gestational diabetes
There was a high degree of methodological heterogeneity in the study design, cost accrual period and perspective of the 16 identified studies (Table 1) . While most were analyses of cross-sectional data (10 studies), five studies modelled the increase in resource use by combining data from multiple sources, and one study involved longitudinal analysis of registry data on resource utilisation up to 14 years after the birth for women with and without gestational diabetes. Economic burden of maternal morbidity All but two studies adopted a payer perspective, but within this group, there was significant variation in the costs that were included. Four studies only included costs associated with treating mothers, seven studies included costs of treating mothers as well as costs of neonatal care during the perinatal episode of care (such as intensive care unit costs), four studies included costs of care for both mothers and children over the entire cost accrual period, and one study only included costs of treating the child. In most studies (12, 75%) costs were estimated over the course of the pregnancy and during the birth, with five of these also including postpartum costs three to twelve months after the birth. Two studies only included postpartum costs, one included antenatal care costs only, and one study only included costs associated with the birth and one year postpartum (Table 1) .
Incremental costs per case associated with gestational diabetes ranged from €263 (South Korean insurance claims registry data, mothers' costs only during pregnancy and birth [36] ) to Economic burden of maternal morbidity €13,680 (US modelling study, mothers and neonatal care costs during pregnancy and birth [32] ). Average incremental pregnancy and postpartum cost estimates were higher for US versus non-US studies (€4,607 versus €1,444). Higher average costs were also reported for studies that modelled resource use and costs compared to those based on an analysis of cross-sectional data (€4,890 versus €2,040), and for studies that included mother and child costs compared to those that only included costs of treating mothers (€3,388 versus €2,048).
Obesity
Of the 13 studies that reported costs associated with overweight or obese mothers, 11 examined costs of care for mothers or children during pregnancy, birth or postpartum. One study reported higher costs of care for children of overweight or obese mothers over the first 18 years of life, and one study compared the costs of treating minor complications during pregnancy, such as heartburn and carpal tunnel syndrome in overweight/obese and normal weight women ( Table 2 ). All studies adopted a payer perspective, with seven limiting the analysis to maternal care costs, three focusing on infant care costs, and three including cost elements from both mothers and children.
Estimates of the average incremental costs associated with pregnancy and birth in overweight or obese mothers ranged from €191 (UK cohort study estimating costs of mothers care during birth [26] ) to €16,046 (US modelling study estimating costs of maternal and neonatal care during pregnancy and birth [32] ). As with the evidence base for diabetes, average incremental costs of obesity were higher for studies set in the US (€6,867 versus €768), modelling studies (€16,046 versus €2,459), and studies that included costs of neonatal care as well as maternal care (€8,964 versus €1,612).
Mental health problems
A total of eight studies reported incremental costs associated with mental health problems ( Table 3) . Two of these modelled direct and indirect care costs over the lifetime of mothers and children, reporting significant intergenerational care costs associated with maternal mental health problems. [21, 22] One study reported higher annual postnatal costs of care for women with depression, and another reported higher costs for children of mothers with depression, excluding costs associated with pregnancy and birth. [20, 35] Among the four studies that examined costs during pregnancy, birth or the immediate postpartum period the estimated incremental costs of poor maternal mental health ranged from €452 to €794. [28, 53] All of these studies adopted a payer perspective with postpartum follow up ranging from four weeks to one year. Only one of these studeis was set in the US (average incremental costs per case were €576), and all estimates were obtained from analysis of cross-sectional data on resource use and costs.
Other maternal health problems
Seven studies reported incremental costs associated with hypertensive disorders (four studies), nausea and vomiting (two studies), epilepsy (two studies) or exposure to intimate partner violence (1 study, Table 4 ).
Hypertensive disorders included both confirmed pre-eclampsia (one Irish and one US study [25, 56] ) and hypertension during pregnancy (three studies set in the US [30, 37, 56] ), with all hypertension studies examining different costs (mothers only, children only or mother and children combined). Incremental costs per case for hypertension ranged from €2,860 to €8,595 (Table 4 ).
Two studies compared costs of moderate or severe nausea or vomiting during pregnancy to those with mild symptoms using different methods (modelling versus primary data analysis, payer versus societal perspective, US versus Canadian costs). [24, 57] Estimates of the incremental costs of maternal care for severe nausea and vomiting ranged from €191 to €454, Table 4 ).
Two studies reported incremental costs of either maternal care only (one study, €6,033 [30] ) and infant care only (one study, €1,694 [37] ) for births complicated by maternal epilepsy. Both of these studies were based on US data (Table 4) .
A single study reported incremental costs associated with intimate partner violence (IPV). [29] This found that births among women who experience IPV are associated with increased costs from longer hospital stays, greater prevalence of clinical conditions such as sexually transmitted diseases and depression, and poorer infant outcomes, such as preterm birth (Table 4 ).
Box plots presented in Fig 2 illustrate the spread of the incremental cost estimates associated with each of the included morbidities. This figure only includes data from studies reporting costs from the start of pregnancy to a maximum of 12 months postpartum, and excludes Economic burden of maternal morbidity Economic burden of maternal morbidity studies that only reported long-term postpartum costs (that did not involve pregnancy/birth costs), or those that were restricted to costs of infant/childcare only. Fig 2A shows the absolute incremental costs per case (in 2018 Euro) and Fig 2B shows the proportional increase compared to those without the condition. In absolute terms, obesity was associated with the largest spread of estimates of incremental costs, followed by hypertensive disorders and diabetes. The largest proportional change in costs was observed in severe nausea and vomiting, because while the amounts are small, they are multiples of the costs of care for those who experience only mild symptoms. Obesity, in contrast, is associated with significant absolute cost differences that translate into relatively smaller proportional increases.
Discussion
Our result show that relatively common health problems experienced by women during pregnancy and postpartum impose a substantial economic burden on health systems and society.
The conditions for which most evidence is available are gestational diabetes, obesity, and depression, all of which are associated with increases in the average treatment costs per Economic burden of maternal morbidity women, as well as subsequent increases in the cost of caring for children of mothers who experienced these health problems. There is also evidence to indicate that hypertension, epilepsy, and severe nausea and vomiting are associated with increased costs, as is exposure to intimate partner violence during pregnancy. No studies were identified that examined the economic burden of other common maternal morbidities, such as incontinence, pelvic girdle or back pain, exhaustion, or sexual health problems.
Methodological issues
The evidence base identified in this review was characterised by a high level of clincial and methodological heterogeneity in both the study population and methods used, as reflected by the range of incremental cost estimates obtained for each morbidity (Fig 2) . The most common analytical approach involved partitioning cross-sectional data based on whether or not women had a particular morbidity, and then comparing costs between these groups. While the ability to aggregate cohort and registry data like this has the benefit of facilitating robust analysis of even relatively rare events, a lack of detailed information on case detection and clinical management tends to limit our interpretation of the incremental cost estimates, and the extent to which the economic burden could be lessened through improved clinical management of these conditions. Modelling studies, which bring together the best available information from a range of sources to simulate costs in a hypothetical population of women, have the potential to overcome some of these limitations by giving researchers the ability to compare specific differences in care pathways for women with or without a given health problem, and distinguish costs associated with clinical intervention from those associated with managing the consequences of a lack of intervention. However, the external validity of these types of studies is dependent on the quality of the data used and any assumptions made by researchers. An example of the challenges of modelling is provided by two excluded studies examining the costs associated with discontinuation of antidepressant therapy during pregnancy that were conducted at the same time in Canada. [58, 59] Both studies sought to examine the expected increase in resource use due to the rise in depression relapse rates that had been observed elsewhere after discontinuing treatment, one by modelling and the other by analysis of registry data. While the modelling study reported significant cost savings associated with maintaining treatment, the registry study found that when the costs of the antidepressants themselves were excluded, there was no significant difference between the two groups. This apparent contradiction stemmed from an inability to adjust for differences in casemix and disease severity between groups that chose to discontinue therapy or not, highlighting the difficulty in reliably modelling changes in clinical outcomes and costs when faced with selective uptake within the target population. This may be of relevance to our review, as we identified large differences in the incremental cost estimates obtained from modelling studies compared to studies that analysed primary data. However, the underlying causes of these differences were not identifiable.
The studies included in this review were carried out in eleven different countries. This contributes to the diversity observed in the results, since setting can significantly influence the magnitude of any incremental cost differences associated with maternal health problems. Although we used purchasing power parities to account for differences in price levels between countries, it is unlikely to fully adjust for differences in funding and reimbursement arrangements or the overall structure of healthcare in different settings. Only for diabetes and obesity were sufficient studies identified to compare costs by setting, and this found that average cost estimates were higher for US versus non-US studies. However, there was quite a degree of methodological heterogeneity within each of these groups across other characteristics, such as cost accrual period and study design. One way to adjust for differences in the baseline costs of care in different health systems is to express the change in terms of a proportional increase rather than an absolute increase. When doing this we found the proportional increases in the costs associated with obesity and diabetes were relatively consistent, in contrast with depression which had a much wider spread of estimates relative to the baseline cost of care in each country.
The quality appraisal process revealed weaknesses in the evidence base in relation to the inclusion of costs that fell outside the payer perspective. Eight studies adopted a broader societal perspective and five of these included productivity losses associated with time off work. Given that most maternal morbidity is primarily experienced by women in the community, adopting a payer perspective that is limited to the public health system or health insurance company risks masking the significant economic burden that falls on women and families in dealing with the consequences of health problems that are often underreported and undertreated. [7, 8, 10] Ultimately, the most informative result from a cost of illness study is the net present value of the incremental costs of a particular health problem over as long a time frame as is needed to capture all the consequences of that problem, in everyone who is affected by it. This, of course, presents challenges, and there are inevitable trade-offs between the scope of the analysis and its degree of external validity. Only one included study estimated incremental costs over the lifetime of mothers and children from a societal perspective, focussing specifically on perinatal anxiety and depression. [21] This found that maternal mental health problems impose a significant economic burden on UK society (£6.6 billion for each annual birth cohort). Perhaps more importantly, these type of studies reveal valuable information about the nature of these costs, such as the significant economic burden of maternal mental health problems on children as a result of poorer physical and mental health, decreased quality of life, and reduced career prospects in later life. It also found that only about a fifth of the total cost fell on the public health and social care system, with the majority being incurred by the individuals themselves or society. While other studies examined some of these issues, such as the intergenerational costs of obesity and diabetes, no comparable estimates are available for other morbidities.
Broader analysis of how women and families cope with the economic burden of maternal ill health has only been examined in studies focussing on severe obstetric complications during birth for women in developing countries. [60] [61] [62] [63] [64] Our search identified five studies that explored how households adapted to the economic shocks associated with maternal ill health, and how it affected families' consumption and borrowing, and the distribution of these impacts across different socioeconomic groups in society. While these studies were ineligible due to the type of maternal morbidity (acute obstetric complications), they highlight the absence of comparable information about women with less severe maternal morbidity during and after pregnancy.
Quality appraisal also highlighted limitations in regard to the handling of uncertainty about costs estimates, and a lack of sensitivity analysis examining key assumptions used in studies (see S2 Table) .
Other reviews
We are unaware of any previous systematic review of cost-of-illness studies on non-acute maternal morbidity before and after pregnancy. One review of cost-of-illness studies on reproductive, maternal, newborn, and child health was identified, which included a number of studies examining complications such as preterm birth, non-exclusive breastfeeding, or sexually transmitted diseases. [65] Similar to our review, this study reported significant heterogeneity due to methodological differences in the design, costing approach, perspective, and time horizon of included studies. A 2006 WHO review of the costs of maternal-newborn illness and mortality identified one peer-reviewed publication on the cost components of emergency obstetric care, but did not report any data on non-acute maternal health problems of interest in our review. [66] Finally, a review of the costs of pregnancy in the US identified 26 studies reporting costs of pregnancy-related complications. [67] These primarily related to costs associated with pre-term birth and low birthweight, and did not include any of the studies in our review.
Limitations
Identification of relevant studies was challenging given the broad scope of the review and the difficulty in devising a search strategy to limit the results to cost of illness studies. To overcome this a two-stage approach was taken, which involved first running a broad search with high expected sensitivity, followed by a more focussed search that had high expected specificity. Full details of the search strategy are included as supplementary material. Despite these precautions, it is unlikely that all relevant studies were included in this review, particularly studies in which incremental costs were reported as a secondary outcome. As far as we are aware this review is the first to draw together the available evidence on the economic burden of these types of common health problems associated with pregnancy and childbirth, so although it is unlikely to be exhaustive, it represents the most comprehensive attempt at identifying this information so far available in the literature.
Conclusion
Our findings indicate that maternal health problems experienced by women during pregnancy and postpartum (as opposed to acute complications of labour or birth or severe acute adverse maternal outcomes) are associated with significant costs to health systems and society. However, there is considerable methodological heterogeneity in study designs, cost accrual periods and choice of perspective, which is reflected in the wide range of estimates for the incremental costs associated with each maternal health problem. Most research to date has focused on gestational diabetes, obesity and depression, but important gaps remain in the evidence base for the economic burden of some common morbidities associated with pregnancy and childbirth, such as incontinence, pelvic girdle or back pain, exhaustion, or sexual health problems. More research is needed to examine the economic burden of these maternal health problems, and future research should adopt consistent methodological approaches to ensure comparability of results.
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